INSPECTOR GENERAL
DEPARTMENT GF DEFENSE
400 ARMY NAVY DRIVE
ARLINGTON, VIRGINIA 22202-2684

August 2, 1990
INSPECTOR GENERAL INSTRUCTION 1438.3

Subject: Federal Employees' Compensation Program
References:
a. Federal Employees' Compensation Act (FECA).
b. Federal Personnel Manual 810.

c. DoD Directive 1438.3, "Injury Compensation Program," September 13, 1985.

A. Purpose

1. This Instruction provides general policy guidance and instructions and states responsibilities
for establishing and administering the administrative compensation program of the Office of the Inspector
General, Department of Defense (OIG, DoD). It serves as the guide for information and guidance
concerning injury compensation benefits and procedures for civilian employees and managers.

2. Reference a provides the authority by which all Federal civilian employees are compensated
for personal injury (or employment related disease) sustained while in the performance of duty. The Act
provides ability compensation, medical care, vocational rehabilitation, and health benefits and is
administered by the Office of Workers' Compensation (OWCP), U.S. Department of Labor (DOL), which
adjudicates all claims. While the DOL administers the FECA program, the costs are charged to the OIG,
DoD.

B. Applicability. This Instruction applies to the Offices of the Inspector General; the Deputy
Inspector General; the Assistant Inspectors General; Director, Administration and Information
Management; Director Departmental Inquiries; Director Intelligence Review. For purposes of this
Instruction, these organizations are hereafter referred to collectively as OIG components.

C. Exclusions. The FECA does not cover an employee whose injury or death is caused by willful
misconduct or by the employee's intention to cause the injury or death of self or of another person. If
intoxication (of the injured employee) is the cause of the injury or death, neither the employee nor
beneficiary is entitled to benefits.

D.  Definitions
1. Continuation of Pay (COP) is the continuation of an employee's regular pay with no charge to
annual or sick leave. It is only authorized in traumatic injury cases and only for those days that an

employee is medically certified as disabled for work (up to a maximum of 45 calendar days).

2. Controversion of COP is a supervisor's right to challenge the granting of COP for an injury on
a basis of one or more of the categories specified on the reverse of the Federal Employee's Notice of
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Traumatic Injury and Claim for Continuation of Pay/Compensation (CA-1), Block 35, "Does the
employing agency controvert continuation of pay?" (See Figure A-2). Payment of COP may also be
challenged based on other reasons including fraudulent reporting or false statements by an employee
and/or witness(es).

3. Light/Limited Duty is a temporary assignment of duties that enable a partially disabled
employee to remain productive at the work site.

4. Occupational Disease is that which is produced by systemic infection; continued or repeated
stress; exposure to toxins, poisons, noise, etc., in the work environment over a period of time (at least 2
days).

5. Recurrence of an injury is when a previously reported injury causes additional loss of time
from work.

6. Traumatic injury is a wound or other condition caused by external force, including physical
stress or strain which is incurred while the employee is in the performance of official duties. The injury
must be identifiable as to the time and place of occurrence and the member or function of the body
affected. Further, it must be caused by a specific event or incident within a single day or workshift.

7. Minor injury is an injury that is not life threatening, requires no lost time and no medical
treatment other than at a civilian employee health branch or branch clinic or dispensary.

E. Policy. It is the policy of OIG, DoD, to:

1. Provide an employee injured in the performance of duty with all benefits available without
delay.

2. Implement a program designed to reduce costs associated with the administration of FECA.

F. Responsibilities

1. OIG Component Heads shall:

a. Take personal interest in the numbers and costs of compensation claims originating at the
work site.

b.  Ensure that all supervisors have adequate knowledge of the FECA claims and
administration process.

c. Ensure that improprieties or potential fraud and abuse are reported to the Employee
Relations Division, Personnel and Security Directorate.

d. Reduce COP costs by ensuring employees return to work as soon as they are able.

e. Make every effort to ensure that light/limited duty assignments are available for returning
partially disabled employees to duty.

2. Aninjured employee shall:

a. Immediately report a traumatic injury or occupational disease to their supervisor.
Appendix A provides guidance for reporting.
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b. If necessary, obtain authorization from the Chief, Employee Relations Division, or
designee for treatment by a local (within 25 miles of the work site or the employee's home)
physician/hospital of the employee's choice.

c. Complete and submit to the Employee Relations Division, Personnel and Security
Directorate, Room 125, via his/her supervisor, all necessary forms and other documentation used or
provided in connection with an injury/disease in a timely manner. Figure A-1 provides instructions for
completing the CA-1 Form.

d. Keep the supervisor advised if the injury/disease does not permit immediate return to
duty and submit on a biweekly basis Duty Status Report (CA-17) from the treating physician. The CA-17
should be submitted to the Employee Relations Division.

3. Supervisors shall:

a.  Ensure that appropriate medical treatment is furnished for employees sustaining a
traumatic injury or occupational disease.

b. In traumatic injury cases, advise the employee of the right to elect COP or use annual or
sick leave while disabled for work.

c. Complete and submit to the Employee Relations Division, Personnel and Security
Directorate, all necessary forms and documentation used or provided in connection with an injury or

disease in a timely manner.

d. Controvert or deny an improper claim for COP on the basis of information submitted by
the employee or secured upon investigation.

e. Where appropriate, provide light/limited duty assignments when a competent medical
authority documents that a partially disabled employee is capable of performing light/limited duty.

f.  Document available light/limited duty by completing and forwarding Certification of
Light/Limited Duty Form (Appendix B) to the Employee Relations Division.

4. The Employee Relations Division, Personnel and Security Directorate, shall:

a. Administer the FECA program and ensure compliance with all applicable laws and
regulations.

b. Provide guidance and assistance to employees who file for benefits and to supervisors in
meeting their responsibilities under FECA.

c. Facilitate the processing of necessary documentation and completed compensation forms
to the employee, supervisor, attending physician, and to OWCP.

G. Procedures. See Appendix A for detailed instructions.

H. Penalties for Falsification or Noncompliance

1. Any person who knowingly makes a false statement, misrepresentation of fact, or any other
act of fraud to obtain compensation or who knowingly accepts compensation to which that person is not
entitled is subject to felony criminal prosecution and may be punished by a fine or imprisonment, or both.
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2. Any official superior who fails, neglects or refuses to make or report a claim may be punished
by a fine or imprisonment, or both. A supervisor who knowingly certifies to any false statement,
misrepresentation, or concealment of fact in respect to a claim may also be subject to appropriate felony
criminal prosecution.

L Recommended Changes. Recommended changes to this Instruction will be forwarded through
appropriate channels to the Director for Administration and Information Management, ATTN: Chief,
Employee Relations Division. Supplementation is not authorized.

J.  Effective Date. This Instruction is effective immediately. Addressees should ensure that the
contents are made known to appropriate officials and employees under their direction.

W,

icholas T. Lutsc
Assistant Inspector General for
Administration and Information Management

FOR THE INSPECTOR GENERAL.:

Distribution C

3 Appendices - a/s
A - Reporting Injuries
B - Certification of Light/Limited Duty Form
C - List of Injury Compensation Forms
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APPENDIX A
REPORTING INJURIES

A-1._Procedures For Reporting Minor Injuries. (No time lost/no medical treatment.)

STEP RESPONSIBLE PARTY ACTION REQUIRED

1 Employee Reports on-the-job injury to supervisor.

2 Employee Reports to a Civilian Employee Health Clinic
(CEHS) or dispensary (supervisor escorts, if
necessary).

3 Supervisor Identifies witnesses and documents the
accident.

4 CEHS/Dispensary Provides treatement as necessary and

employee returns to work.

5 Employee or Supervisor Obtain a CA-1 Form (Federal Employee’s
Notice of Traumatic Injury and Claim for
Continuation of Pay/Compensation). The
form is stocked in the Employee Relations
Division, Room 125, Arlington, VA.

6 Employee Completes “Employee Section” of the CA-1.
All questions must be answered.

7 Supervisor Completes “Supervisory Section” of the
CA-1 and obtains witness statement(s)
(page 1). All questions must be answered.

8 Supervisor Returns completed CA-1 to the Employee
Relations Division, Personnel and Security
Directorate, Room 125, within 2 working
days.

9 Supervisor Provides a copy of the injured employee’s
timecard to the Employee Relations
Division for the pay period in which the
injury occurred.

If at any time the injury should require medical treatment and/or time off, the supervisor should notify the
employee relations division, 693-0257, immediately.
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A-2. Procedures For Reporting Injuries Requiring Medical Treatment

STEP RESPONSIBLE PARTY
1 Employee
2 Supervisor
3 CEHS/Dispensary
4 Supervisor or Employee
5 Employee Relations
Division
6 Hospital/Physician
Able to Return to Work
Employee

Returns to work site. (If light duty is
indicated, employee must return

CA-17 (Duty Status Repot) showing
any restrictions at the time of return.)

Provides Employee Relations Division
with original medical reports and provides
a copy to the supervisor.

Supervisor

Completes the CA-1 and returns to the
Employee Relations Division within

2 days.

ACTION REQUIRED

Reports on-the-job injury to supervisor. (If the
employee is incapacitated, anyone at the
accident site may notify the supervisor.)

Sends or escorts to the CEHS clinic or
dispensary. (In extreme cases, an ambulance
or rescue squad should be called.) Identifies
witnesses and documents the facts of the
accident at once.

Makes initial evaluation and provides
treatment. Also advises whether further
medical treatment is needed and completes
injury record form (CEHS Form).

Obtains forms from Employee Relations
Division or alternate office before injured
employee seeking additional medical
treatment. If employee is too seriously injured
to obtain forms before getting medical
treatment, supervisor will contact the
Employee Relations Division immediately.

Provides all necessary forms (see Appendix B)
to employee to be given to treating facility for
completion. Provides advice and guidance to
both the supervisor and employee.

Releases the employee as:
Not Able to Return to Work
Notifies supervisor of duty status as soon as

soon as possible, but no later than the day
following the injury.

Notifies Employee Relations Division of
employee’s duty status.



IGDINST 1438.3

Provides copy of timecard to Employee Provides copy of timecards covering date of
Relations Division for period in which injury and entire period of disability.
Injury occurred and time lost.
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FEDERAL EMPLOYEES NOTICE OF TRAUMATIC INJURY AND
CLAIM FOR CONTINUATION OF COMPENSATION

Complete CA-1 Form and return to the Employee Relations Division, Room 125, as soon as possible, but
no later than 2 days after the date of the injury.

Employee Data

Block 1 Self explanatory.
Block 2 Self explanatory.
Block 3 Self explanatory. Note: A common mistake is to put this year's

date in place of the actual year of birth.

Block 4 Self explanatory.
Block 5 Self explanatory.
Block 6 Self explanatory.
Block 7 Self explanatory.
Block 8 It is important to indicate dependents because compensation is

computed based on this information.

Block 9 A specific location is needed. For example, Ladies Room, 6th
Floor, 400 Army Navy Drive, Arlington, VA.

Block 10 Self explanatory.

Block 11 This is the date that the form is completed.

Block 12 Job title as listed on official position description.

Block 13 The employee should be very specific concerning what happened,

not just "I fell and hurt my knee, but rather, "When leaving the
restroom on the 6th floor, I slipped on a wet spot and fell, twisting
my left knee."

Block 14 Specifically identify the part, or parts, of the body injured. For
example, left wrist.

Block 15 The employee must choose either "Continuation of Pay" or "Sick
and/or Annual Leave" and sign.

Block 16 Witness statements should be obtained by the supervisor (or the
employee) following the injury. If there were no witnesses, so
state.

Official Supervisor's Report

Block 17 Leave Blank.
Block 18 Self explanatory.
Block 19 Self explanatory.
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Block 20 Self explanatory.
Block 21 Self explanatory.
Block 22 Date supervisor became aware (or was notified) of the injury.
Block 23 If the employee seeks no outside medical treatment, such as a

hospital or private physical, but is seen only at the Civilian
Employees Health Service clinic or dispensary, this is not
considered "stopping work." Enter "Employee did not stop work"
in this space.

If the employee seeks outside medical treatment on the same day
as the injury, but reports to duty the next work day, the time off
on the day of the injury is charged to administrative leave on the
time card.

If the employee seeks outside medical treatment any time after the
injury and/or is declared by a physician to be incapacitated for
duty, this is considered "stopping work."

Block 24 Leave blank.

Block 25 Leave blank.

Block 26 Date employee returns to duty following the injury.

Block 27 If you question whether the employee was in the performance of
duty, please contact the Employee Relations Division, on
693-0257.

Block 28 If you question this, please contact the Employee Relations
Division on 693-0257.

Block 29 Self explanatory.

Block 30 Self explanatory.

Block 31 This should not be the Civilian Employees Health Service Clinic

or the dispensary unless the employee did not seek outside
medical treatment, such as a hospital or private physician.

Block 32 Date the employee was first treated by facility listed in block 31.
Block 33 Obtain medical documentation from employee.
Block 34 If you question this, please contact the Employee Relations

Division on 693-0257.

Block 35 Controvert means "dispute" or "challenge." If you dispute the
employee's entitlement to COP, contact the Employee Relations
Division, on 693-0257, immediately. (See paragraph 7b.)

Block 36 This must be completed in order for Department of Labor to
compute compensation.

Block 37 Please put office telephone number in case the Injury
Compensation Program Administrator has any questions.
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Block 38 Check one block.

Page 3 - Receipt of Notice of Injury

This should be completed by the supervisor and the original copy returned to the employee.

10
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Federal Employee’s Notice of U.S. Department of Labor
Traumatic injury and Claim for Employment Standards Adminisuation ?
ice of s’ Compensation Programs

Continuation of Pay/Compensation

Employes: Pisass compiete ail doxes 1 - 18 below. Do not complete shaded areas.
Witness: Complete bottom section 16,

Empioying Agency (Suporvlsa or Waﬂoﬂ Suclllmk c«npluo mcoa boxn n. b. and ¢

1. Name of omployn (Lut. First, Middle) 2. Social Security Number
DOE, JOHN JOSEPH 123-45-6789
3. Oateotbith Mo Oay V. 4. Sex $. Home telephone 8. Grade as of
L2 125152) fvee ClFemale]| (212 ) 143-4567 dawoliniry Level 5 Swep ¢
7. Empioyee’s home mailing address (inciude city, siate, and zip code) 8. Dependents
143 Birch Street & wite, Husband
K3 cnilaren under 18 years
Anytown, VA 23125 O other
[Osacription of injury- s = j
9. Place where injury occurred (e.9. 2nd floor, mmomom mhaPtm)

2nd Floor, Men's Bathroam, 400 Army Navy Drive
10. Date injury occurred Time 11. Date of this notice 12. Employee’s occupation
Mo, Day 'wr am Ms, Oy ¥
(11 115 |89 | 8 "30 CJem| W1 115189 | auditor
13. Cause of injury (Describe what happened and why)
As I was leaving the Mens Roam, I slipped in a puddle of water and fell down with

my weight on my left knee.

14. Nature of injury (Identify both the injury and the pant of dody, e.¢., fracture of leht leg)
Bruised left knee cap

[Empioyes Signature -
15.1 cont penal

umtc::%um Governrant

my intoxication. | heredy claim

a. Continuation of ( not 1 exceed 45 days and for wage loss ¥ disability for work continues
@ Beyond 45 deys. w%%n.w e commaton of 'ro:up. "’ewwnucu
annual leave, or De deemed an overpaymMent within the meaning of 3 USC

I o. Sick and/or Annual Leave & D
&wmdm&wuuwmuﬂmm'dmw e

Any person who knowingl mmm amolhorwo”rwdtoom

tion 8 ovneoJ the FE ammwy mlommlbd.mwb to fo

mm-mmmgn m-w. NMD’!MGW o toct fory

-Have your supervisor complets the receipt attached te this form and retum R to you for your records.
&nd of wm

1!5mmdw-nu(mummvamwwoM)

As I entered the mens roam, I saw Mr. Doe on the floor. He said he had just slipped
in same water that was on the floor.

Frank Murphy Wl R9

Name of witness M witness o Date figned\

m_wwm._vus%.a 22202
.m Staw Zip Code

Figure A-2, Completed Form CA-1
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Official Supervisor’'s Report: Please eompmo Imuon r.qunlo‘ bolo\'

(Eopervisor's Report ' B
17. Agency name and address of npomng omeo (lnclodo cnty, nto and zip code) OWCP Agency Code
_Ee:sgnmlwlw Directorate
OSHA Site Code
Employee Relations Division, Roam 434
Zip Code

Arlington, VA 22202
18. Empioyee’s duty station (Street address and 2ip code) Zip Code

DoD-1G, Arlington, VA 22202
19. Reguiar blm Oam. 120. Reguiar

bt work

hours  From: 8 :00 Clpm.  To: 4 130 @eam| schecuie CISun. KIMon. HTwes. Iwed. §hurs. BOFr. sa
21.08t0 Mo Dey Y 22. Dete Mo, Dsy Y. 232.0800 w0 Oay W am

O ey 11 115 189 ; | recowed 11115189, | wok 1 31,15,89, rme : Com

. 3 8 26. Da!
24 tg:tyo Mo, Dey Vr 252;:. Dsy VI 6. Date u; ;usy :9 Bam.

siopped L LNA L ) Jm;__m__;; wowork |11 ;16 , 89, rime g :00 Oom

27, Was employes injured in performance of duty{y Yes [JNo (i "No,” expiain)

78, Was injury Caused Dy empioyes's willful MISCONGUCE, INtOXICaion, OF NNt 10 Injure seif o anotheCL] Yes (1 Yes,” explairl) No

29. Was i Jury caused |30. Name and address of third party (Include city, state, and Zip code)
Dy thir oy )
Oves Xino
(0] '30.'
g:m 31)
31. Name and address of physician first providing medical care (include city, state, zip code) 32. First date vr.
madical care
Dr. Hector Doctor received 11, 15, 89,
_1 Main Street n. mm Oves @
L VA 07156 dunbloy:. for work?

34. Does your knowledge of the facts about this injury agree with statements of the empioyes and/or witnessT_] Yos cx No (!t °No,” explain)

35. Does the emplo' [ controvent continuation of If “Yeos,® explain[Y) No 36. Pay rate
e ] o ey o AL (Yo" wxpan sl

stopped

$ 24,000 Por year
ESiqncnnol Supervisor end Filing instructions - : o e J

37. A supervisor who knowingly m-ﬁu 10 any false lunmom. mmmuon. eoneumu of !ca. otc., in respect 10 th.s claim
may 8is0 De Subject tO SPPrOPriatw felony crimingl prosecution.

| centify that the mformnoﬁgmnammmmmwmwbmmmmdwsmhmnmuudmy
knowledge with the following exception:

Corine C. Whats
of wi (Type or print)

. 11/16/89
Signature of supervisor Oate
Director, AUDIT 555-5555
Supervisor's Title Office phone

38. Filing instructions  (T] No lost time and no medica! expense: Place this form in employee's medica! folder (SF-66-0)
(33 No lost trme, medical expenes INCITed of Sxpecind: forward this form 1 OWCP
T Lost time coversd by leave, LWOP, or COP forward this form 10 OWCP

CA.\
f3ev 3/868)

Figure A-2 (continued)

12
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{Disabflity Benefits for Employee s under the Federal Employees’ Compensation At (FECA) ]

The FECA, which is administered by the Office of Workers’
Compensation Programs (OWCP), provides the lollowing
benefits for job-related, traumatic injuries:

(1) Continuation of pay for disability resuiting from traumatic,
job-related injury, not 1o exceed 45 calendar days. (To be
eligible for continuation of pay, the empioyee, or someone
acting on his/her behalf, must file Form CA-1 within 30 days
following the injury; however, (0 avoid possibie interruption of
pay, the form shouid be filed within 2 working days. if the
form is not flled within 30 days, compensation may be
substituted for continuation of pay.)

(2) Payment of compensation for wage ioss after the 45 days, if
disability extends beyond such period.

(3) Payment of compensation for permanent impairment of
certain organs, members, or functions of the body (such as
loss or loss of use of an arm or kidney, loss of vision, eic.),
or for serious disfigurement of the heed, facs, or neck.

(4) vocational rehabilitation and related services whers
necess«ry.

(5) Full medical care from either Federal medical officers and
hospitals, or private hospitals or physicians, of the
empioyes’s choice. Generally, 25 miies from the piace of
injury, place of smployment, or empioyes’s home is &
reasonabie distance to travel for medical care; however, other
pertinent factors must also be considersd in making selection
of physicians or medical lacilities.

Al the tlime an employee stops work following a traumatic,
job-reiated injury, he or she may request continuation of pay or
use sick or annual leave credited to his or her record. Where the
employing agency continues the smpioyee’s pay, the pay must
not be interrupted untit:

(1) The emplaying agency receives medical information trom
the attending physician to the effect that disability
has terminated;

(2) The OWCP advises that pay should be terminated: or
{3) The expiration of 45 calendar days following initial work
stoppage.

if disability axceeds, or it is anticipated that it will exceed, 45
days, and the empioyes wishes 10 claim compensation, Form
CA-7, with supporting medical evidencs, must be filed

with OWCP. To avoid interruption of income, the form should
be filed on the 40th day of the COP period. Form CA-3 shall be
submitted 1o OWCP when the empioyes returns 1o work,
disability ceases, or the 45 day period expires.

For additional review the reguiations governing the
administration of the FECA (Code of Federal Reguilations, Title
20, Chapter 1) or Chapter 810 of the Office of Personnel
Management’s Federal Personnel Manual.

In accordance with the Privacy Act of 1974 (Public Law No.
93.578, 5 U.S.C. 5523), you are hereby notified that

(1) The Federal Empicyess’ Compensation Act, as smended
(SU.S.C. 8101, ot s0q.) Is administersd by the Office of
Workers’ Compensation Programs of the U.S. Depertment of
Labor. in accardance with this responsibility, the office
receives and maintains personal information on
claimants and their immediste families, .

(2) The information wil be used 1o determine eligibilty for and
the amount of benefits payabie under the Act.

8Qencies or persons
in matiers relsting directly or indirectly 10 the matter of the
claim, 80 long as such sgencies or persons have received the
caneent of the individual claimant, or complied with the
provisions of 20 CFR 10,

(3) The information may be used by other

(4) Fallure o furnish aif requested information may delay the
process, or result in an unfavorsbie decision or a reduced
level of benefits (disciosure of @ socisl security number s
voluntary; the fallure 10 discioss such number will not result
in the denial of any right, benefit or privilege o which an
individual may be entitied).

Roceipt of oo T

This receipt of Notice of sustained by
Mdm jred empioyes) ey

John J@ %iil_vi
Whach occurred on (Me., Lay, Vr.)

T

400 Apny Navy Drive, Arlington, VA 22202

Sigrature of Official Superior Tide

&E C. W

Deate (Mo, Day, Yr.)

[of W

Figure A-2 (continued)
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Complate a!l itams on your section of the form. i additionai space

Empioyee (Or persor acting on 1he BMcioyee’s b
13) Cause of injury
Describe in detail how and why the Injury cocurred. Give
appropriate details (a?.: " ;'ou foll, how far did you fall and in
what position did you land?)

14) Nature of Injury

Give a complets description of the condition(s) from

[ . the loft side if icable
me.nm'& on m l:du ﬂno:r).w (65

18) Election of COP/Leave

H you vodiumuhwkulrmuw.lnlwywnh
CA-1 within thirty days of the Injury, you are entitied 1o receive
empioying agency. COP is

continuation of pay (COP) from your

Anhollmlhuwmlow.mmonedudmﬂad
injury and give it to the empioyes. in addition to completing
im.nwmha.mwwumuoumm
the witness statement in ltem 18 and for fliing in the proper
codes in shaded boxes a, b, and ¢ on the front of the form.
maedical expense or lost time s incurred or , the
compieted form should be sent 10 OWCP wi two working
days after it is received.

The supervisor should also submit sny other inlormation or
evidence pertinent 10 the merits of this claim,

nm.nuoyamwmmco&mm.m
::notiﬁodwthorusmbmdmwdnubhunw

17)Agoncynmand.ddrmofromom“

The name and address of the office 1o which correspondence from
OWCP should be sent (If applicable, the address of the
personnel or compensation office).

18) Duty station street address and zlp code
The address and zip code of the establishment whers the
empioyee actuslly works.

29) Was Injury caused by third party?

A third party is an individual or organization (other than the
injured employes or the Federa! governynent) who Is liable for
the injury. For instance, modmvd.vohldouulgm
accident in which an employes is injured, the owner of &
building where unsafe conditions caues an empioyes fo fall, and
2 manutacturer whoee defective product causes an empioyes’s
injury, could all umwummbmmy.

31) Name and address of physician first providing
medical care

The name and .ddrmdm.pl:‘yﬂdmmm
medical care for this injury. If inftisl care was given by
or other health professional (not & physician) in the empioying
agency’s health unit or clinic, indicate this on o seperate sheet of
paper.

ls required 1o
statement (o the form. Somodmolmmmobmumchmymunm

]

ain or clarify any point, attach a supplemental
arification are expiained below.

13
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paid for up 1o 45 calendar days of disability, and is not charged
nst sick or annual leave. You may elect sick or annual

you wish, but compensation from OWCP may not be

claimed during the 45 days of COP entitiement. (You may not

claim compensation to repurchase lsave used during this

period.) Aleo, If you later change your election, the sgency is

10 convert past periods of leave to COP,

Your agency may controvert (dispute) your entitiement io con,
but must continue pay uniess the contraversion is based on one
amdt-nmummmomwumtmm&

32) First date medical care recelved
The date of the first visit 10 the physician listed in Itern 31.

35) Does the emplo: 8 controvert
oontinuation of p%'cg gency

mebomm(dlwod)hrmyrum however,
lhounplcthommyrﬁmbpaywwymho
mmw sion is upon ong of the nine reasons given

8) The disability resuits from an occupational disesse or ilingss;

b)The is 8 voluntesr working without pay or for
mm&?uamdmd?amudum

€) The empioyee Is neither & citizen nor & resident of the United
States or Canads;

d) The injury occurred off the empioying agency’s premises snd
the empioyse was not involved in official "off premise” duties;

§) The injury was proximately caused by the employee’s wiltful
misconduct, intent 1o bring about injury or death to self or
another person, or intoxicationy

) Te was not reparted on Form CA-1 within 30 days
following the injury;

0) Work stoppege first accurred six months or more followi
the injury; "

h) The initlel the i fter his or her
)Woymm.:m &zlrm ki v

1) The empioyes Is envalled in the Civil Air Patrol, Peace Corps,
Youth Conservation Carps, Work Study Programs, or other
similar groups.

Box & (Occupation Code), Box b (Type Code
BoxciSouaCodo).ogHAsmm »
T:wOec?;'auond Sahtyuul-bdmb mmwl(.mosuz‘m
requires all employing agencies 10 compiets
rwumminjw.m-umadumyub\mméu
Bookiet 2014, Recordkesping and Reporting Guidelines.

OWCP Agency Code

Eh“l'g a %’48“1: four digit plus two loIl_t':) code used by
1 identl employing agency. proper code may
boobmmulranyouplrmummﬁmdﬂeo.cby
contacting OWCP,

CA-1
(Mov. 3/88)

Figure A-2 (continued)

14
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APPENDIX B
CERTIFICATION OF LIGHT/LIMITED DUTY

INSTRUCTION: Complete and forward to:

Office of the Inspector General
Department of Defense

Personnel and Security Directorate
Employee Relations Division
Room 125

Arlington, VA 22202

A. Print/Type:

1. Employee’s Name:

(Last, First, MI)

2. Employing Office:
(i.e., Component Division/Branch)

(Title)

(Component Division/Branch)

3. Supervisor’s Name:
(Last, First, MI)
4. Supervisor’s Phone Number:
B. Check one of the following statements:
L. The above referenced employee has been given light/limited duty assignments in
accordance with the attending physician’s direction and certification on the
CA-17.
2. The above referenced employee has not been given light/limited duty assignments.

No positions are available within the organization.

Supervisor’s Signature Date
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IGDINST 1438.3

APPENDIX C
INJURY COMPENSATION FORMS

OWCP Form CA-1 Federal Employee's Notice of Traumatic Injury and
Claim for Continuation of Pay/Compensation

OWCP Form CA-2 Federal Employee's Notice of Occupational Disease and
Claim for Compensation

OWCP Form CA-2a Notice of Employee's Recurrence of Disability and
Claim for Pay/Compensation

OWCP Form CA-3 Report of Termination of Disability and/or Payment

OWCP Form CA-6 Official Superior's Report of Employee's Death

OWCP Form CA-7 Claim for Compensation on Account of Traumatic
Injury

OWCP Form CA-8 Claim for Continuing Compensation on Account of
Disability

OWCP Form CA-16 Authorization for Examination and/or Treatment

OWCP Form CA-17 Duty Status Report

OWCP Form CA-20 Attending Physician's Report

OWCP Form CA-20a Attending Physician's Supplemental Report (attach to
CA-20)

Form HCFA-1500 Health Insurance Claim Form

Injury compensation forms listed above may be obtained from the Employee Relations Division,
Personnel and Security Directorate.
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